Presently described is case of a 52-year-old man who was admitted to the emergency department with 3-day history of epigastric pain. Abdominal examination revealed diffuse tenderness and muscle guarding. Plain abdominal X-ray showed free subdiaphragmatic air. The patient underwent diagnostic laparoscopy with presumptive diagnosis of peptic ulcer perforation. Laparoscopy showed several inflamed, edematous jejunal loops with proximal obstruction and perforation by an impacted fish bone. Completely intracorporeal resection and anastomosis using laparoscopic linear stapler was performed and segment of resected bowel was removed through trocar site. Postoperative period was uneventful, and the patient was discharged on fourth day.
INTRODUCTION
The majority of ingested foreign bodies (FB) are seamlessly excreted from the gastrointestinal tract by defecation. Perforation of the small bowel by FB is rare clinical finding, occurring in less than 1% of patients. [1] Fish bones are the most commonly ingested organic objects and most common cause of FB perforation of the gastrointestinal tract. [1, 2] Preoperative diagnosis is usually challenging, since ingestion is mostly accidental. Intentional ingestion of FB is more commonly seen in psychiatric patients. [3] Computed tomography is preferred screening method in the preoperative period for ingested bodies and related complications. [4] Present report is description of a patient with acute abdominal pain secondary to small bowel perforation caused by fish bone penetration of the jejunal wall mimicking perforated peptic ulcer.
CASE REPORT
A 52-year-old man was admitted to the emergency department with acute abdominal pain in the epigastric region that had been present for preceding 3 days. There was no nausea, vomiting, or diarrhea. Abdominal examination showed generalized tenderness and rigidity. Previous medical and surgical history was unremarkable except for diabetes mellitus and appendectomy. Laboratory tests indicated elevated white cell count of 11700/mm 3 with 78% neutrophils, C-reactive protein level of 23.4 mg/dL, and normal amylase level. Plain X-ray of the abdomen showed free air under the right diaphragm. Presumptive diagnosis was perforated peptic ulcer and emergency operation was scheduled. Diagnostic laparoscopy was performed.
After trocar and camera insertion via umbilical site, the abdomen was explored under 12 mmHg carbon dioxide insufflation. Several inflamed, edematous small bowel loops and seropurulent fluid in the Douglas pouch were found. Two additional working ports were inserted into left upper and lower quadrants. Examination of the bowel loops revealed through-and-through perforation caused by fish bone on an-timesenteric side of the bowel loop, approximately 130 cm from the ileocaecal valve (Fig. 1) .
In addition to obstruction, localized inflammation around edge of perforation was noted. No other pathology was identified. Intracorporeal resection was performed approximately 5 cm proximal and distal to perforation and stricture site with laparoscopic linear stapler. After preparing 2 small enterotomies, 2 arms of 80 mm 3.8 linear endostapler (3.8 mm staple) were inserted and fired (Fig. 2a) . Second 80 mm linear stapler was placed perpendicularly in T-shape to 2 stapled bowel segments and full intracorporeal, functional, end-to-end anastomosis was performed (Fig. 2b) .
Resected bowel was removed through 15 mm trocar site (Fig.  3) . The patient underwent uneventful recovery and was discharged 4 days after procedure.
DISCUSSION
Accidentally ingestion of a FB is common in childhood, but may occur in any age group. The most common causes of intestinal perforation depending on FB are fish bones, chicken bones and sharp objects such as toothpicks in adults. [1, 3] However perforation by FB ingestion is a rare clinical condition. Perforation most often occurs at the ileocecal and rectosigmoid level following the stomach and duodenum at areas of angulation. [5] Goh et al reported an FB perforation rate of 39% in the terminal ileum. [4] Perforation of jejunum like this current case has a reported incidence of approximately 14.3%. [6] Other possible regions of FB penetration are the hernia sac, Meckel's diverticulum, or the appendix.
Fishbone or non-radiopaque objects such as toothpicks can be diagnosed by ultrasonography. The role of CT in the evaluation of patients with FB ingestion has been previously described. [7] A typical CT finding of fish bone perforation is a hyperdense linear lesion surrounded by inflammation. CT imaging of the abdomen was not performed in this case. Initial laboratory and X-ray findings were consistent with a presumptive diagnosis of hollow viscous organ perforation and diagnostic laparoscopy was therefore performed.
The complications due to clinically unsuspected foreign body ingestion may not be diagnosed by routine physical examination and standard diagnostic methods. Patients often present with localized or generalized peritonitis, abdominal mass or abscess. [3] The most common radiographic finding is ileus followed by intra-abdominal free air.
[3] Endoscopic therapy, interventional radiological procedures, laparoscopy or laparotomy are used in the treatment of ingested foreign bodies. [4] There are few cases of clinically unsuspected small bowel perforation due to foreign body ingestion diagnosed and treated by laparoscopy reported in the literature. [3] In reported cases although resection is done laparoscopically, anastomosis is completed extracorporealy by the conventional method. [3, 8, 9] To the best of our knowledge, this is the first case treated with total intracorporeal laparoscopic resection and anastomosis.
Results
In the differential diagnosis of acute abdominal pain, bowel perforation due to foreign body ingestion should be considered. A good questionnaire history with appropriate imaging will bring us to a correct diagnosis high probability.
